The present study examined the associations between religion and spirituality (R/S), presurgical distress, and other psychosocial factors such as engagement coping, avoidant coping, and social support. Participants were 115 men scheduled for surgery for urologic cancer. Before surgery, participants completed scales measuring intrinsic religiosity, organized religious activity, and nonorganized religious activity (IR, ORA, NORA); social support (Medical Outcomes Study Social Support Survey); and distress (Impact of Event Scale [IES], Perceived Stress Scale [PSS], Brief Symptom Inventory-18 , and Profile of Mood States [POMS]). R/S was positively associated with engagement coping. Social support was positively associated with engagement coping and inversely associated with POMS and PSS scores. Engagement coping was positively associated with IES and BSI scores, and avoidant coping was positively associated with all distress measures. R/S moderated the association between engagement coping and IES scores, such that the association between engagement coping and IES was not significant for men with high R/S scores (greater religious belief). R/S moderated the association between social support and distress; the inverse association between social support and PSS and POMS scores was only significant for men who scored high on R/S. This study replicated findings from previous studies suggesting that engagement and avoidant types of coping can lead to increased distress prior to surgery. Although R/S was associated with engagement coping, it was not associated with any of the distress measures. The finding that R/S moderated the associations between engagement coping and distress and social support and distress suggests that the association between R/S, coping style, social support, and adjustment to stressful life situations is not simplistic, and indirect associations should be explored.
Introduction
Psychosocial factors play an important role in psychological adjustment and emotional well-being during various stages of illness. Active coping and social support are among the psychosocial variables that have received the most consideration in this domain. Although such factors are often central to adjustment and recovery from illness, mounting evidence suggests that religion and spirituality (R/S) are also an important part of adjustment in many patient populations, particularly in those who have been diagnosed with a chronic and/or life-threatening disease. 1 R/S has been reported to have a wide range of beneficial effects, including reduced levels of anxiety, depression, and pain 2, 3 ; increased ability to find meaning in illness 4, 5 ; increased hope and optimism 6, 7 ; and fewer admissions and shorter hospital stays. 8 Specifically in cancer populations, R/S has been associated with self-reported enhanced well-being, [9] [10] [11] decreased depression and anxiety, 10, 12 better role functioning and perceived physical health, 13 improved family and social interactions, 14, 15 increased meaning and feelings of hope, 16, 17 increased optimism and inner peace, and preventing end-of-life despair. 18, 19 Several recent studies exploring nonreligious factors that may underlie or mediate the beneficial effects of R/S on various outcomes suggest that (1) R/S is used as a means of coping and social support in adjustment to illness; (2) R/S is often associated with factors such as active coping, 20 optimism, 13 social support, 21 and social functioning 13 ; and (3) the role of R/S in illness is often indirect, yet mediated by these nonreligious factors. 6, 7 For instance Ai and colleagues 6, 7 reported that R/S variables assessed preoperatively in cardiac patients were not directly associated with the main outcome of interest-postoperative adjustmentbut were positively associated with positive coping styles 6 and optimism, 7 both of which were associated with adjustment following surgery.
Similar indirect or mediating associations between R/S and adjustment have also been reported in cancer populations. For instance, Canada et al 20 reported that the associations between R/S and well-being and overall quality of life in ovarian cancer patients were mediated by active coping. In addition, Holland and colleagues 22 did not find significant direct associations between R/S and mood, social support, or measures of distress in patients with malignant melanoma; however, R/S was associated with greater levels of active coping, which has been associated with better psychological adjustment during illness. 23, 24 In prostate cancer patients, mediating factors have helped explain the association between spirituality and mental and physical aspects of health-related quality of life 25 and depression. 26 Zavala et al 25 reported that spirituality was associated with better mental health, fewer disease-specific symptoms, and reduced pain in men with metastatic prostate cancer; the authors attributed these results to individuals' ability to find meaning/peace (which can be experienced in nonreligious individuals) as opposed to other factors such as religious faith. Similarly, Nelson et al 26 reported that R/S was strongly associated with reduced depression and that the effect was mediated by the construct of meaning/peace. Taken together, these findings suggest that to better understand the role of R/S in health, nonreligious factors need to be explored in order to further elucidate potential mechanisms underlying the association.
Thus far, the majority of studies investigating R/S in cancer patients have been conducted during periods of time when patients have had several months to accept their diagnosis; are dealing with chronic, longer-term stressors such as undergoing chemotherapy or radiation; or when they have already completed much of their treatment. Under these circumstances, social support and engagement-type coping strategies have been found to be associated with better psychological and physical outcomes. 23, 24, 27 In contrast, studies that have specifically studied adjustment prior to surgery, when patients are still trying to adjust to the recent news that they have a life-threatening illness, found that active/engagement and emotional support coping strategies are associated with greater distress before and directly following surgery. [28] [29] [30] Furthermore, presurgical distress is likely exacerbated when scheduled to confirm a diagnosis. For example, in women who were scheduled for major gynecologic surgery, Cohen et al 29 found that planning, reframing, emotional support, and religious coping were associated with distress and/or negative affect prior to surgery and positively predicted pain and morphine use following surgery. It should be noted, however, that avoidant forms of coping (eg, behavioral disengagement and denial) were associated with worse presurgery and postsurgery outcomes more consistently than the other forms of coping. These results suggest that many coping strategies (including forms of coping that are typically found to be adaptive during illness and treatment) may have a negative effect on recovery and adjustment around the time of diagnosis and surgery.
It is important to note, however, that these studies did not examine the effects of R/S coping, which has been indirectly associated with positive recovery outcomes. 6, 7 Thus, the aim of the present study was to explore the associations between R/S and distress during the early postdiagnosis and presurgical period. Given the lack of studies that have examined R/S during this time period and the association reported in previous studies between R/S and active coping, the present study investigated the possible direct and indirect effects of R/S on several measures of distress, coping, and social support preoperatively. We specifically studied men who were scheduled to have surgery for genitourinary cancer for 2 reasons. First, surgery is typically the first and primary treatment option for many genitourinary cancers, 31 which underscores the importance of studying presurgical distress in this population and increases the likelihood of obtaining a large sample that had not yet undergone other treatment (thus precluding previous long-term psychological adjustment to cancer prior to surgery). Second, R/S has been associated with positive health outcomes during longterm survivorship in prostate cancer survivors. 13 Assuming that there would be a range of R/S beliefs and coping styles, we sought to examine the associations between R/S and nonreligious coping and social support during the early postdiagnosis and preoperative period.
Based on previous findings regarding the association between R/S and engagement-type coping 20, 22 and coping and presurgical distress, 29 we developed the following hypotheses. First, we hypothesized that R/S would be positively associated with engagement-type coping behaviors (eg, active coping) and social support and inversely associated with measures of distress. Engagement coping and social support would also be positively associated with presurgical distress, based on the previously discussed findings. We also examined whether coping and social support would mediate effects of R/S on presurgical distress. In addition, we examined whether the association between engagement coping and social support would differ based on level of R/S. Thus, we were interested in exploring potential mediating and moderating effects among R/S, coping or social support, and distress.
Method Participants
In all, 135 men who were scheduled to undergo surgery for urologic cancer were approached in the Urology Clinic at The University of Texas MD Anderson Cancer Center and 115 (85%) were eligible and gave consent. Patients were eligible if they were scheduled for surgery, were 18 years of age or older, did not have a serious comorbid illness, and spoke and read English. The majority of participants were diagnosed with prostate cancer (89%), 10% had renal cancer, and 1% had bladder cancer.
Procedures
During the preoperative visit, patients were approached by a research nurse who explained the nature of the study and obtained informed consent after patients agreed to participate. Participants completed a battery of measures that assessed several psychosocial factors, in addition to R/S assessments. The entire battery took about 30 minutes to complete. Participants who were unable to complete the entire battery during the presurgical appointment were able to take the questionnaires home and return them by mail. This study was approved by the Institutional Review Board at MD Anderson.
Measures
The questionnaires assessed a wide range of factors, including demographic variables such as age, gender, race, marital status, religious affiliation, and education; religious and spiritual beliefs and activities; coping style; social support; and distress. R/S was assessed by 2 scales: The first scale measured intrinsic religiosity (IR). IR was measured by a 10-item scale that contains statements about religious beliefs or experience. 32 Patients were asked to mark on a 1 to 5 scale the extent to which they believed each statement was true for them (score range: 10-50). Lower scores on this scale indicate greater religious beliefs; however, for analyses and interpretation purposes, we reversed the scores, such that higher IR scores represent greater religious beliefs. In this study sample, the internal reliability was high (Cronbach's α = .90).
The second scale measured R/S activity using the Multidimensional Measurement of Religious/Spirituality for use in Health Research. 33 The 2 subscales measured organized religious activity (ORA; a 2-item subscale) and nonorganized religious activity (NORA; a 3-item subscale). The ORA measured "religious service attendance" and "other public religious activities." In the current sample, the reliability was moderate (Cronbach's α = .75). The NORA measured private prayer and bible reading; in the current sample, the reliability was good (Cronbach's α = .80). Because the correlations between IR, ORA, and NORA were high (rs range from 0.68 to 0.81; all P < .001) and results were similar whether analyses were conducted with individual R/S measures or combined, scores from the IR, ORA, and NORA were combined into a total R/S score to decrease the number of overall analyses. The internal reliability for the total R/S score in the current sample was very high (Cronbach's α = .93). Although potential differences could exist between, for example, IR and ORAs, in this population, that was not the case.
Coping style was assessed using the Brief Coping Operations Preference Enquiry (Brief-COPE). 34 The COPE measures a set of conceptually distinct coping subscales that include active coping, use of social support, turning to religion, positive reframing of the situation, and avoidant coping. In the present study, we examined the effects of coping subscales that would be characterized as either engagement-or avoidant-type coping based on a factor analysis reported by Perczek and colleagues. 35 Using the Brief COPE, Perczek et al 35 examined the effects of engagement-and avoidant-type coping on psychological adjustment in men being tested for urologic cancer. Based on this factor analysis, the subscales active coping, planning, acceptance, and positive reframing loaded onto 1 factor that was labeled "engagement coping," whereas the subscales denial and behavioral disengagement loaded onto another distinct factor labeled "avoidant coping." Because this cohort's demographic, medical, and treatment stage characteristics were similar to the sample in the current study, we grouped these particular subscales into engagement-and avoidant-type coping classifications. Internal reliability for engagement-type coping was high (Cronbach's α = .81). Internal reliability for avoidanttype coping in this sample was .69, which was higher than the internal reliability found by Perczek and colleagues (Cronbach's α = .55). 35 The Brief COPE also contains a subscale that measures religious coping. Although religious coping did not load onto the engagement or avoidant factors, 35 we examined the extent to which it was associated with the IR, ORA, and NORA measures. Religious coping was highly correlated with each of the individual R/S measures (rs ranged from 0.64 to 0.83; all P < .001) as well as the combined R/S score (r = 0.82; P < .001). It should be noted that we did not include the religious coping subscale in the overall analyses because we selected R/S measures that were more comprehensive and specifically designed to assess a broader range of R/S beliefs and activities. It should be noted that some measures include an n lower than 115; the lowest n for any measure was 96.
Social Support was measured using the Medical Outcomes Study Social Support Survey (MOS-SSS), 36 which was developed with the 36-item Medical Outcomes Study Short-Form General Health Survey (SF-36) quality-of-life index and other MOS measures in one of the largest and most comprehensive studies of health status in the chronically ill. The scale focuses on the perception of the availability of social support in several areas, including emotional/ information support, tangible support, positive interactions, and affective support. In the present sample, the internal reliability was very high (Cronbach's α = .97).
Distress was measured using the Perceived Stress Scale (PSS), 37 the Impact of Event Scale (IES), 38 the Brief Symptom Inventory-18 (BSI-18), 39 and the Profile of Mood States (POMS). 40 The PSS is a 14-item scale that measures perceptions of ongoing stress. In the current sample, the internal reliability was .82.
The IES measures intrusive thoughts or the tendency to ruminate on or avoid thoughts about stressors. It is a 15-item self-report scale that assesses the 2 most common categories of responses to stressful events: intrusion (intrusively experienced ideas, images, feelings, or bad dreams) and avoidance (consciously recognized avoidance of certain ideas, feelings, or situations). 38 This scale assesses cognitive processing in terms of how effectively patients are adapting to a stressful, traumatic event. For this study, patients were asked to rate the frequency of intrusive thoughts and avoidance behaviors related to their cancer. In the present sample, the internal reliabilities for the intrusive and avoidance subscales were .86 and .82, respectively. As the intrusive and avoidance subscales were highly correlated (r = 0.63; P < .001), we have reported and conducted analyses on the total IES scores; the internal reliability of the IES total was .89.
The BSI-18 consists of 18 items that assess different aspects of psychological distress, including depression, anxiety, and somatization, providing subscales in these areas and a global score. 39 ) The internal reliabilities of the somatization, depression, and anxiety subscales were .60, .77, and .87, respectively. Because the correlations among the 3 subscales were high (rs range from 0.47 to 0.71; all P < .001), only the BSI global score was included in the analyses for simplification purposes. The internal reliability of the BSI global score for this sample was good (Cronbach's α = .88).
The POMS, commonly used in cancer research, is a mood adjective checklist containing 6 subscales: tensionanxiety, depression-dejection, anger-hostility, vigor, fatigue, and confusion-bewilderment. A shortened version of the POMS (POMS-SF) that included 37 items was used, for which convergent and discriminant validity of the 6 subscales and total mood disturbance (TMD) score have been established. 41 The reliability for the TMD in this sample was high (Cronbach's α = .91).
Statistical Analyses
Descriptive statistics, including means, standard deviations (SDs), and ranges, were computed for each of the demographic variables and overall and subscale scores for the psychosocial measures. The associations of interest were examined first by calculating partial correlation coefficients between variables after covarying age, race, and education level (see below). Subsequently, multiple regression equations were computed to test whether coping or social support mediated the effects of R/S on distress and to assess whether R/S moderated the effects of coping or social support on distress. The criteria to conduct mediator analyses on R/S, coping or social support, and distress were not met because R/S was not directly associated with any of the measures of presurgical distress. 42
Results

Descriptive Analyses
The participants' average age was 58.3 years (range: 19-84 years; SD = 11.3), and most were Caucasian (75%), married or living with a partner (90%), were of Christian faith (either Catholic or Protestant) (93%), and had some college education (71%). On average, patients completed questionnaires 7 days prior to surgery (range: 1-29 days; SD = 6.7). The descriptive analyses for the psychosocial variables are reported in Table 1 .
Participants reported low to moderate levels of distress (see Table 1 ). Based on normative data from cancer populations, the patients' mean BSI global scores fell within the 42nd and 46th percentiles. 43 However, mean total POMS scores of the current sample were quite a bit lower than normative data based on a male mixed cancer population (mean = 18.0). 44 Patients' mean total IES and PSS scores were similar to those of patients with urologic cancer in other studies (eg, IES = 17.54 45 ; PSS = 19.76 46 ).
Correlation Analyses
To identify covariates, we examined associations between demographic and medical factors (ie, age, race, marital status, level of education, and diagnosis) and R/S, distress, and coping and social support measures. Age was inversely associated with BSI scores (r = -.20; P = .032). In addition, there were significant differences across race and level of education with regard to avoidant coping, such that participants who were not Caucasian (non-Caucasian mean = 2.23; Caucasian mean = 0.86; SD = 2.07; P = .002) and had not completed some level of college (no college mean = 2.03; some college mean = .85; SD = 1.19; P = .006) engaged in more avoidant coping. No other medical or demographic factors were significantly related to the outcome measures. Thus, age, race, and level of education were entered into regression analyses as covariates. Correlation coefficients for R/S, coping, social support, and outcome measures are presented in Table 2 . After controlling for age, race, and education level, R/S was significantly positively correlated with engagement coping (r = 0.43; P < .001). Social support was inversely correlated with POMS scores (r = -0.27; P = .011) and PSS scores (r = -0.20; P = .033) and positively correlated with engagement coping (r = 0.25; P = .016). Engagement coping was positively associated with both IES (r = 0.36; P < .001) and BSI scores (r = 0.32; P = .002). In addition, avoidant coping was positively associated with all outcome measures: PSS (r = 0.49; P < .001), POMS (r = 0.57; P < .001), IES (r = 0.42; P < .001), and BSI (r = 0.51; P < .001). All the distress measures were moderately to highly correlated with each other (r's ranging from 0.50 to 0.84; all P < .001). No other associations were statistically significant.
Mediator Analyses
The criteria to conduct mediator analyses on R/S, coping or social support, and distress were not met because R/S was not directly associated with any of the distress measures. 42 
Moderator Analyses
We examined whether R/S moderated the effects of coping and social support on distress. Individual regression equations were computed in SAS for each predictor by entering the predictor (engagement coping and avoidant coping or social support), the moderator (R/S), and the interaction between the predictor and moderator and the covariates (age, race, and level of education). A similar approach was taken to examine whether age, education, or race moderated the association of R/S and coping or social support with distress. The interactions were tested as continuous variables; however, we used median splits to further examine the nature of the interaction. 47 Standard ordinary leastsquares statistical and graphical diagnostic procedures were conducted for regression analyses. Based on statistical and graphical criteria, no heteroscedasticity was detected and no observations were excluded as outliers or influential points. In addition, problematic levels of multicollinearity were not observed among the explanatory variables within the regression models.
Regression analyses revealed that the interaction between R/S and engagement coping was significantly associated with IES scores (β = 0.85; P = .006; Figure 1) . A graph of simple slopes, derived by plotting the regression line at 1 SD above and below the mean, demonstrated that for those who had lower R/S scores (based on a median split of R/S scores), greater engagement coping was associated with greater distress (r = 0.64; P < .001); however, there was no significant association between engagement coping and IES scores in men who had higher R/S scores (r = 0.08; P = .6).
Regression analyses also revealed that the interaction between R/S and social support was significantly associated with PSS (β = 1.43; P < .02) and POMS (β = 1.43; P < .03) scores (Figures 2 and 3) . A graph of simple slopes, derived by plotting the regression lines at 1 SD above and below the mean, revealed a nonsignificant association between social support and PSS (r = -0.18; P = .188) and POMS (r = -0.20; P = .160) scores for men who scored low on R/S. In contrast, there was a significant inverse association between social support and PSS (r = -0.43; P = .002) and POMS (r = -0.35; P = .016) scores among men who scored high on R/S. The interaction between R/S and avoidant coping was not associated with any of the distress measures.
Exploration of whether age, education, or race moderated any of the outcomes only revealed an interaction between R/S and education associated with PSS (β = 0.87; P < .02; Figure 4) . A graph of simple slopes, derived by plotting the regression lines at 1 SD above and below the mean, illustrated that for those reporting low R/S, greater education was associated with greater perceived stress (r = -0.25; P = .047), whereas for those reporting high R/S, greater education was not significantly associated with perceived stress (r = 0.169; P = .252).
Discussion
This study examined the effects of R/S, coping, and social support on presurgical distress in male urologic cancer patients and the nature (ie, direct or indirect) of the association between R/S and distress outcomes. Consistent with our hypotheses, R/S was positively associated with engagement coping; however, R/S was not associated with avoidant coping, social support, or the measures of distress. As such, a possible association between R/S and distress was not supported via a mediational model. Social support was inversely associated with distress (POMS and PSS scores) but was positively associated with engagement coping. Furthermore, engagement coping was positively associated with distress (IES and BSI measures), and avoidant coping was positively associated with all measures of distress. The finding that both forms of coping were associated with distress, with avoidant coping being associated to a greater extent, is consistent with previous findings. 18 Although it was not directly associated with the measures of distress in the current study, R/S was positively associated with engagement coping, which was positively associated with IES and BSI distress measures. However, R/S was found to buffer the effects of engagement-type coping on intrusive thoughts and avoidance behaviors, suggesting that for men scoring higher on R/S, engagement coping was not associated with higher intrusive thoughts and avoidance behaviors. In addition, R/S moderated the effects of social support on distress, such that the inverse association between social support and perceived stress and mood disturbance was only significant in individuals with higher R/S scores. This suggests that the association between R/S and distress is complex, because R/S buffered the negative effects of engagement coping on presurgical distress, and that the beneficial effects of social support reducing presurgical distress was only apparent in men who scored high on R/S.
In contrast to findings reported by Cohen and colleagues, 29 R/S was not associated with worse distress outcomes in the present study, which is particularly noteworthy given the high association between the religious subscale from the Brief COPE and the combined R/S scores (r = 0.82; P < .001). Although both cohorts were assessed within the presurgical environment, the sample from Cohen et al 29 consisted of a large proportion of patients who did not have a cancer diagnosis. Perhaps patients who receive a cancer diagnosis contemplate life and death issues to a greater extent, finding comfort and or acceptance in R/S. However, additional studies are required to address these seemingly disparate results.
Similar to results from previous studies, both engagement and avoidant forms of coping were associated with greater distress, and the association between avoidant coping and distress was more consistent across distress measures in the presurgical environment. Such findings would seem to be counterintuitive because engagement coping behaviors are often beneficial during illness. 23, 24, 27 However, we made the distinction previously between circumstances in which patients have had time to accept a cancer diagnosis and are undergoing long-term treatment and distress that follows a recent cancer diagnosis around the time of surgery. Under these latter conditions, patients are attempting to cope with major stressors (ie, cancer diagnosis and surgery) over which they have little control. In contrast, patients with chronic disease who undergo long-term treatment (eg, chemotherapy) have had time to adjust to their diagnosis, treatment plan, and prognosis and would likely benefit from taking a proactive approach in coping with their current and future quality of life. Because many patients typically respond to illness-related issues with engagement types of coping, the finding that R/S buffers the association between engagement coping and distress prior to surgery is a particularly interesting and important finding with regard to psychosocial factors that may prevent or alleviate presurgical distress. Although R/S could be considered a form of adaptive coping, perhaps its buffering effect on the association between engagement coping and IES scores stems from placing the burden of an uncertain outcome on a higher power, resulting in fewer intrusive thoughts or avoidant behaviors caused by distress. Of course, further investigation of the hypothesized mechanisms underlying the moderating effects of R/S on IES scores is needed.
Social support has been reported to have significant beneficial effects in cancer patients across various types and stages of disease. 27 Based on these findings, the moderating effects of R/S on the association between social support and POMS and PSS scores were somewhat unexpected because the negative association between social support and distress scores was only significant for patients who characterized themselves as more religious and/or spiritual. This is especially interesting given that there was no significant association between R/S and social support. As a similar percentage of patients in the study were married or living with a partner in both high R/S (39%) and low R/S (41%) groups, the moderating effect of R/S on the benefits of social support is likely a result of some other source of support. Perhaps social support from a religious community (eg, local parish) is the driving factor of the association between social support and decreased distress in R/S patients. Such findings provide further support for the critical role of social support in R/S assessments, such as the Spiritual Beliefs Inventory (SBI) inventory. 48 Our finding of an inverse association between social support and presurgical distress suggests that provision of additional social support (eg, through individual or group interventions) may be beneficial for patients prior to surgery. Extra social support for elderly men may be especially helpful because research has shown that their support network is typically limited to a spouse or partner, 49 and individual and group interventions have been associated with beneficial outcomes for men with prostate cancer. [50] [51] [52] [53] There are some limitations to this study. First, the R/S measures used in this study did not address more specific aspects of R/S. For instance, several studies have found that patients can draw on R/S beliefs to cope in a negative way, such that they feel that they are being punished or abandoned by God. 54 As a result, such beliefs may be linked with greater distress, which may have played a role in the associations between religious coping and worse outcomes that have been reported previously. 29 In addition, we only assessed 1 aspect of adjustment (ie, distress) and not other aspects such as growth, optimism, or finding meaning/purpose in life. Indeed, future research should address the role of R/S in other aspects of adjustment during the postdiagnosis, preoperative period in cancer patients, given the lack of current research in this area.
Second, this study was conducted at a large comprehensive cancer hospital, which includes treatment regimens and resources that may differ from the standard of care offered at local hospitals and treatment centers. Third, the generalizability of these findings to other cancer populations with various demographic characteristics is limited given that the current patient sample was primarily composed of Caucasian males with prostate cancer who were of Christian faith. In addition, the cross-sectional design of the study (ie, acquiring data at 1 time point) limits the extent to which we can infer the causation of these associations. To truly understand the associations between R/S and distress in the presurgical environment, future research in this area should use a prospective longitudinal design to assess these associations and potential changes over time.
These results, as well as findings from previous studies, suggest that various factors, particularly several forms of coping, are associated with increased distress during the postdiagnosis, presurgical period in prostate cancer patients and that R/S beliefs and activities may help decrease distress in this environment. These findings have clinical implications as well. There is much evidence to suggest that physician-patient communication can influence medical outcomes. 55 Accordingly, patients may benefit from physicians being open and supportive of their religious and spiritual beliefs, 1 particularly as they pertain to a recent cancer diagnosis. It should be noted that because many patients may not be religious or spiritual, or participate in R/S activities, it is important to further study the mechanisms underlying the benefits of R/S (eg, additional forms of social support) reported in this study in order to address the needs of culturally diverse patient populations. In summary, our findings suggest that the associations among R/S, coping style, social support, and adjustment to stressful life situations is not simplistic, and indirect associations should be further explored.
